procedure, a therapeutic procedure, or both in gynaecological malignancies. It is also not unusual for retroperitoneal tumours to be mistaken for gynaecological pelvic tumours. Hence, operated by gynaecological surgeons and only proven to be wrong intraoperatively. In this video presentation, we demonstrate a step-wise approach to accessing the retroperitoneal space, followed by identification of the ureters, major vessels and nerves. This will be beneficial for trainees in obstetrics and gynaecology at various levels of training.
Introduction Laparoscopy is the gold standard investigation for the confirmatory diagnosis and assessment of many gynaecology conditions including endometriosis. Caesarean section is one of the most common operations performed in the United Kingdom. However, there are a limited number of reliable, evidence based and free of charge online resources for trainees for such procedures. Methods Two separate videos detailing the step-by-step process of safely and methodically performing a diagnostic laparoscopy and caesarean section was created as a clinical teaching aid primarily for junior specialty trainees in obstetrics and gynaecology in the United Kingdom. The video includes detail on preparing the patient for a laparoscopy (or caesarean) in theatre, the equipment required, the common techniques used to enter the abdomen and pelvis, as well as a methodical way to assess for normal pelvic anatomical landmarks (at laparoscopy). The different sub-sections for each operation are indexed as separate video clips for ease of reference and thereby allowing trainees to 'pick and choose' sections of interest. The laparoscopy video also describes the minimum picture set required for a diagnostic laparoscopy and therefore highlighting the importance of clear medical documentation. We worked closely with the hospital Medical Illustration department to create the videos. The videos were shown to 35 trainees and an evaluation form completed. Results Following stage one of this project, an initial focus group with five junior doctors was conducted whereby they evaluated the contents and relevance to clinical training. This video will be placed on the deanery website for trainees to access and from which feedback will be gathered and relevant changes made. The evaluation of both videos by 35 trainees showed that 95% of them thought that the videos were 'clear and understanding' and 98% thought it is a useful resource to watch prior to assisting or performing the procedure. Conclusion To our knowledge, there are no published research papers detailing the step by step process involved in mapping pelvic pathology laparoscopically. This educational resource will teach trainees a standardised process of performing a diagnostic laparoscopy and caesarean section, eliminate significant variation in practice and ultimately improve patient safety. The videos will also give trainees more confidence when watching or performing the respective surgical procedure for the first time. Further free of charge resources like this are needed to help aid clinical teaching. Funding £6000 was obtained from the School Based Study Learning Fund (Eastern Deanery) after successful application. Patient This 45-year-old female presented with a history of chronic pelvic pain and associated groin pain which was exacerabated following placement of a retropubic sub-urethral sling for management of stress-urinary incontinence. After a number of conservative approaches to management of symptoms the patient proceeded to a complete excision of TVT. The technique A combined approach was utilised. Commencing first from the vaginal approach a vertical incision is made at the anterior vaginal wall at the mid urethra. The vaginal tissue is dissected free to expose the tape. Leaving the tape intact, the dissection continues paraurethrally toward the endopelvic fascia tracking along the identified TVT. The endopelvic fasica is opened surrounding the TVT and the lower portion of the tape is cut to removal all vaginal portion intact. After routine laparoscopic entry, the space of retzius is entered to exposure the tape running posterior to the pubic sympysis. Using laparoscopic scissors the surrounding tissue is dissected free to mobilise the tape for removal. The dissection continues inferiorly to meet the endopelvic fasica and anteriorly to the abdominal wall to ensure the tape is removed complete. The excised mesh is sent for histopatholigcal demonstration to assess for peripheral nerve fibre integration. Conclusion Utilising a combined approach ensures accurate dissection to achieve complete removal of mesh while minimising blood loss and aiding in rapid Postoperative recovery. The adjunct use of histopathological examination is important to aid in the understanding of mesh complications and associated pain syndromes related to polypropolene graft materials. Introduction The majority of obstetric fistulas occur in Asia and Sub-Saharan Africa and are associated with obstructed labour. 2-4 million women in Sub-Saharan Africa are estimated to be living with an untreated fistula, causing considerable morbidity, with 30 000-130 000 new cases occurring annually. Obstetric fistulas are preventable by prompt diagnosis of obstructed labour and provision of appropriate treatment by skilled birth attendants. However, access to this care is limited and there is an expensive treatment fee. One of the toughest aspects is stigma associated with faecal and urinary incontinence. Women are often abandoned by their husbands and ostracized by their community. Additionally, a woman's reproductive health is affected, which can the lead to further stigmatization. We investigate the impact of obstetric fistulas on reproductive health and family life, in a group of women seeking treatment in a hospital in Uganda. Methods Data was prospectively collected from March 2013 to March 2016. We looked at women receiving obstetric fistula repairs at Kitovu Healthcare Complex, Masaka. We analysed the demographics, duration and outcome of labour and the impact of fistulas on menstruation and family life. Results 540 women admitted for a surgical procedure had an obstetric fistula. 310 women were admitted for surgical repair of their fistula, with an average age of 31 years. 91% had vesicovaginal fistulas, 6% ureteric and 3% rectovaginal. 33% of these women had a previous obstetric fistula repair. The average duration of their last labour was 2 days 19 h. 75% had a stillbirth, 16% had live births and 9% had an early neonatal death. The average duration of symptoms was 6 years, with 10% of women presenting after 20 years. 24% of women were rejected by their husbands due to their fistula and 20% were divorced. In women of childbearing age at presentation (14-49), 40% were not menstruating, excluding breastfeeding mothers. Out of those not menstruating, 21% were abandoned by their husbands. Conclusion Obstetric fistulas are associated with long duration of labour and often stillbirth. Women present late with their symptoms, having suffered from years of faecal or urinary incontinence. Many are rejected by their husbands due to their symptoms. However, lack of menstruation and the possible impact on fertility are important factors in a culture where large families are the norm. Further analysis should be performed on pregnancy outcomes following a fistula.
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Prospective randomized trial of laparoscopic sacrocolpocervicopexy with laparoscopic pectopexy-postoperative results and short term follow-up Saxena, A; Arora, A; Srivastav, G Minimal Access Surgeon, Tulip Multispeciality Hospital, Sonepath, India
Introduction The purpose of our study is to compare the operative technique and postoperative outcomes of laparoscopic sacrocolpocervicopexy with laparoscopic pectopexy. Methods We randomly allocated patients to two groups 33 in pectopexy and 31 in sacropexy group. 61 patients were followed up for 12-24 months. Results The short term follow-up showed difference in denovo defecation disorders (none in pectopexy versus 15.5% in sacropexy group). The incidence of denovo stress urinary incontinence was 4.7% versus 4.8%. The incidence of rectocele was 9.4% versus 9.6% was similar in both the groups. The apical relapse rate was 2.3% in pectopexy and 4.8% in sacropexy which was statistically not significant. Conclusion Laparoscopic pectopexy is comparable to laparoscopic cervicopexy in terms of results with no defecation disorders besides offering practical advantages during surgery. Long term results are awaited.
